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Professor Brock
The title of my addre (Man and Medicine) might be
described by a bridge-player as 'three quick trick '. I had
decided to explore on the broadest pos ible ba i relations
between the public and the medical profes ion, with parti-
cular reference to improving the bases of mutual under-
standing and trust. At this early stage of my thinking I
was asked by the Congress ecretariat to give them a title
at very short notice; hence the three quick tricks. I can
discuss anyth.ing I like under tbis title.
YOIl, We and Us
The audience tonight falls naturally into two sections which
I shall refer to as you and we. You are the public, particularly
in your capacity as patients or potential patients. We share
this capacity with you since sickness and death come to all of
us and to our families sooner or later. We a.re distinguished
from you, inter alia, by two characteristics: Firstly, we are
registered by the South African Medi-
cal and Dental Council as having
a certain type and minimum standard
of education and training, and are
thereby entitled, by custom, to the
courtesy title doctor - although many
of us are not doctors in the academic
sense. Secondly, we have taken a
solemn oath to serve you and protect
your interests. I shall return to this
oath and its significance towards the
end of my address.
1 have to speak tonight as the
representative of we to both you and
liS. This is a difficult combined task,
because what I say to you may be
regarded by my colleagues as plati-
tudinous and boring. But I am sure
they will agree that my more im-
portant task is to talk to you - to
give a public address.
I have been given no mandate by
my colleagues and no direction by
the Congress Committee. Moreover,
unlike a well-known personage in
thiS country, I have no direct line so
that if my colleagues do not agree
with what I say I cannot claim that·
tbey are all out of step with me. I
prefer to rely on the comforting
thought that my colleagues are sensi-
ble men and women and that they
Will therefore almost certainly be in
step with a sensible man like me. I
propose to talk about you and we in
three chapters. Although our deepest
Interests are never mutually exclusive,
there are certain problems which af-
fect your relations with us very
directly, so that the public is com-
monly aware of them. These will be included in the first
chapter entitled You. In the second chapter I shall discuss,
under We, some problems which are commonly regarded as
our own province. In so far, nevertheless, as they affect our
unity and intraprofessional relations they affect you indirectly,
and you should know something about them. The demarcation
between chapters I and II is in any case hazy. This lack of
definition leads naturally to a third chapter, entitled Us, in
which I examine a few of the problems which confront you
and we in the future.
• Public address delivered at the 43rd South African Medical Congress
(M.A.S.A.), Cape Town, on 24 September 1961.
CHAPTER I - YOU
(a) You and Your Medicines
I hope the cope of my title ha not been interpreted in this
narrow en e even though public attention is undoubtedly
focu ed on the high co t of your medi ines.
This comparatively mall problem i at pre ent under con-
sideration by a Government commi sion but r think r am
entitled to express my opinion even though it ha not been
sought by the commi sion. The problem cannot be examined
except in the context of the spectacular recent advances in
the number and effectivene of therapeutic ub tance; the
term drug is no longer appropriate.
The di covery of the sulpha drugs two decade ago ushered
in a new era of widely effective drugs. The sulpha drugs alone
revolutionized the treatment of pneumonia, epticaemia, child-
bed fever, cystitis, and many other common infective disease
against which there had been no pecific treatment. The effect,
in our own country, on morbidity and mortality from
pneumonia among the Bantu mine
workers, was spectacular.
In the two decades 1940 - 1960,
during and after the second world
war, the sulpha drugs were followed
by the yet more spectacular antibi-
otics, starting with penicillin. These
have brought the great majority of
diseases caused by bacteria under
effective control. There have been
failures, uch as the emergence of
drug-resistant strains and dangers,
uch as the emergence of idlo yncrasy
and even serious or fatal sen itivity
reactions, but the net effect has
been one of spectacular advance in
the control of morbidity and mortali-
ty in man.
In the ame two decades there has
been outstanding advance in the
development of endocrine prepara-
tions, including cortisone and other
steroid drugs. There have been specta-
cular advances in drugs for the con-
trol of psychological illness and men-
tal disturbances.
Referring to the drug explosion, an
American writer estimates that even
in 1957 there were in current use in
the USA 140,000 medicam nts of
which some 90% did not exist 2
years previously. The co t of research,
development, and sales promotion,
has led to an alarming rise in the
co t of medicines, so that today, even
where patients can afford to consult
a doctor privately, they cannot afford
the medicines which he prescribes.
This situation is under urgent review
in many countries and in our own
country a Government commission is preparing to report.
Those who support the state control of industry will of
course say that the rising co t of drugs is the result of cut-
throat competition which leads to a spiral of adverti ing costs
and expense and entertainment accounts which seem to be
inseparable from sales promotion in competitive commercial
enterprise. The majority of doctors will probably agree that
the expensive and beautifully iLlu trated brochures which pour
onto their desks with every mail from tbe pharmaceutical
industry, constitute an expen ive luxury. They seldom contain
any information which has not already appeared in reputable
medical journals.
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On the other hand, those who believe in free enterprise
in indu try and commerce' will ay that under state industry
the initiative which ha produced this spectacular advance in
pharmacology would at least have been greatly diluted, if not
absent, and that thou ands or even millions of people who
are alive in the year 1961 olely becau e of advances in
therapeutics, would have been dead jf the pharmaceutical
indu try had been state controlled.
Thi la t thought mu t not be glo ed over. There is no way
of measuring the saving of life which ha re ulted from
ulpha drug and antibiotics alone. And further. in the e days
when time i the only limiting factor for our further develop-
ment, we must be grateful for the aving of days, weeks, or
even month of sickness and slow convalescence which has
been achieved by using the e ame drug. Much as 1 would
like to ee a reduction in drug price I mu t record my con-
viction that when they are properly u ed they represent an
extremely good financial investment.
(b) You and Your General Practitioner
This sub-heading to my talk brings us very close together
becau e, when we and our families fall ilJ, we realize just
as clearly a you do that nothing is more important to us at
this time than the efficiency, sympathy, and kindliness with
which our illness is managed. When talking about the im-
portance of widening the sphere of medical practice to justify
the term comprehensive, I never lose ight of the fact that
public confidence in the efficiency and integrity of the medical
p~ofession will always be determined by the quality of service
~ven by the individual doctor to the individual patient and
his clo e family. This quality of service can only be provided
when there is a ba is of per onal and mutual confidence
between you and your general practitioner - preferably
established through his long-standing knowledge and experience
of you and your family.
Everyone is distre ed at what appears to be a declining
tatus of the general practitioner. If there is such a decline it
is only in his reputation in the public mind vis-()-vis the
specialist. I am convinced that there is no decline in his
medical knowledge and judgment, nor in the wisdom of his
approach to the ick patient in his own home. He has, after
all! to p~ss scientific and professional examinations set by the
unlVerstlte and approved by the Medical Council at a
tandard which becomes higher every year. In addition, for the
last decade, it has been required that he do a year as a
hospital intern before being registered as a medical practi-
tioner. At this stage, ordinarily 7 years after matriculation, his
medical education and examination standard have been identi-
~l with that of the future medical specialist - a stage, which,
ill the parlance of modern medical education, is called the
basic doctor. The course of the future medical specialist over
the next 5 years will be described in the next ection. It is
rigidly prescribed by the Medical Council for each specialty.
For the basic doctor who is to become a general practitioner,
on the other hand, no flUther formal medical education is
pre cribed. Many general practitioners do indeed for their
own satisfaction, serve further ho pital appointm~nts before
etting out as locum, as istant, or partner to gain the direct
experience, judgment, and wi dom on which you will rely.
The specialist has to work another 5 year, at least 3 of
which mu t be in academic training, before he can be registered
as a speciali t; moreover, admi sion to the speciali t register
entitles the practitioner to charge higher fees. The public is
therefore coming to think of the general practitioner as less
efficient and less worthy of confidence than the peciali t.
Th~ good general practition~r is, however, and I say this
dehberately, often more effiCient and more worthy of confi-
dence than many immature peciali t who, because they
wear the blinkers of their pecialty, cannot see the whole
need of the patient and hi family.
Everyone is agreed, nevertheless, that the basic doctor
require some further preparation for general practice. There
are many opinions, however, on whether thi something else
hould be obtain~d by modification of the existing curriculum
before graduation, by some defined further education after
regi tration, or by imple apprenticeship a an a i tant, locum,
or partner to an experienced general practitioner.
Dr. Fox, the distinguished editor of the Lancet, recently
published a thought-provoking article in which he expressed
the opinion that the day of the general practitioner has pas ea
and his po ition can only be satisfactorily re-established under
a new direction and under a new name. The name he suggested
wa The personal doctor. The College of General Practitioners
of Great Britain and our local branch of the College of
General Practitioners of South Africa have denied the need
for any change of name and have re-defined the general
practitioner a a doctor in direct touch with patients, who
accepts cOfllinuing responsibility for providing or arranging
their medical care, which includes the prevelltion and treat-
ment of any illness or injury affecting the mind or any part
of the body.
They may be right in their objection to change of name.
The term general practitioner is so hallowed by tradition and
should be so honourable a name that it may be right to
retain it. On the other hand, the validity of Dr. Fox's criti-
ci m cannot be ignored. If the fault lies in the method of
educating and preparing the general practitioner, then the
necessary re-appraisal and revision of method and regulations
will be prolonged and difficult. Perhaps the first step is to
decide whether the revi ion should concentrate on the curri-
culum and training of the basic doctor, that is, up to the
stage of his registration as a medical practitioner, or whether
it should consist of something grafted on afterwards as some
sort of equivalent of specialist training. The local branch of
the College of General Practitioners has expressed an opinion
in favour of the former objective and feels that the necessary
revision should be achieved by incorporating general practi-
tioners in the undergraduate teaching system. I am doubtful
whether this can be achieved within the present six-year
curriculum without sacrificing the tandard of scientific edu-
cation of the basic doctor, and therefore of medical science
and medical practice· as a whole, both immediately and in
the future. Some people feel that a two-stream policy is
required in undergraduate medical education - one stream
leading eventually to the specialist register, and the other to
general practice. This will, without question, establish an
inferior status for the general practitioner for all time. It is
my personal opinion, therefore, that, while introducing a more
comprehensive philosophy into undergraduate education, this
philosophy should be applied to the education of all medical
practitioners in a single stream up to the stage of the basic
doctor. I feel that the special needs of general practice should
be catered for in some new philosophy and method of pre-
paration for general practice applied after registration. To ex-
plore these problems the local branch of the College' of
General Practitioners has suggested the establishment of a
coordinating body to represent the common interests of the
College of General Practitioners and the Universities in medical
education. This proposal has some merit if the College can
be taken as representative of informed general practitioner
thought. But, before any such consultation on method can
be fruitful, the university medical faculties, as the bodies
responsible for medical education, must setlle the issues
referred to above; namely, one-stream or two-stream revision
of the undergraduate curriculum versus new postgraduate
education. It is my personal opinion that the first alone, in
either form, will be nowhere near adequate for our needs.
We must hope that a new education will solve some of the
problems which lead to a sense of frustration among general
practitioners. It is possible that we have made a mistake in
South Africa in establi hing the specialist register. Certainly
we are wrong if we apply its regulations so that there is an
implied stigma on general practice. If this is happening a
many believe, then the an wer is not to go backward, but to
go forward. The general practitioner or personal doctor must
become an expert in his own particular field; namely the
day-to-day management of the more intimate a pects of the
personal relationship between you and your medical services.
This is the next step in our development. The new expert
latus should establi h the old general practitioner as the
per onal or family physician.
The intellectual and temperamental qualities which will fit
a young doctor for this new expert statu of personal or
family practice will be somewhat different from the qualities
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required for all those specialtie which are today recognized
by the speciali t medical regi ter. A high intelligence quotient
and the capacity to shine in competitive examinations will be
les important than those high qualities of temperament and
character which carry a man through the cea ele s grind of
30 - 40 years of continuou and devoted service to the welfare
of the patient and his family. These qualities should in future
be rated as high in the judgment of man a tho e which at
present are necessary for admis ion to the pecialist regi ter.
They should, of course, be fairly rewarded if we hope to
maintain recruitment into thi honourable specialty. Individual
fees should of cour e be lower than in the pecialties recog-
nized at present, but the compo ite income of the general
practitioner should not be much behind that of the speciali t.
(c) You and Your SpecialisT
It is fashionable today in certain quarter to decry the
increasing number and variety of peciali ts and to attribute
the decline in the status of the general practitioner to this
increase. This attitude of denigration of the pecialist is a
useless as the attitude of the hi torical King Canute who had
his throne planted on the foreshore at low tide and com-
manded the ocean not to advance on the incoming tide.
Specialization is the absolute prerequisite of advancing know-.
ledge and efficiency of service. Medical science is becoming
o complex and its application to medical practice so essen-
tial that it is no longer possible for anyone man to be
expert in the whole field of medical knowledge. Moreover,
without research the practice of medicine rapidly become
tagnant and obsolete, and no one can do medical research
except in a defined specialty. There are at present 20 special-
ties recognized by the Medical Council. All but one of the e
requires, after the 7 years leading to basic medical registration,
the passage of at least 5 further years of which at least 3
must be under academic instruction. The specialist in South
Africa today has therefore never had less than 12 years of
experience. Often the period is much longer, because the best
pecialists do work which will be useful to their future patients
over and above the minimum required by the specialist
register. The best of them undertake at least a few years of
the immensely valuable intellectual discipline of research in
the atmosphere of controlled scientific enquiry.
Few parents are today able to support their sons and
daughters over the whole of the 10 or more years of study,
e pecially as many· of the budding specialists quite under-
standably marry before their period of apprentice hip is com-
pleted. How then are these many years of study financed? The
first 6 years up to University graduation stiU have to be met
by the self-denial of parents or through scholarships or loans
or by earnings in vacations and evenings. During the year of
compulsory internship before registration and for the eighth
and ninth years there is no difficulty for the young doctor to
earn his own way provided he remains unmarried. During the
last 3 years, the embryo specialist,· who has been selected by
a long series of competitive examinations and appointments,
is admitted to the ranks of the trainee medical specialists who
are ordinarily registrars in the teaching hospitals. At this stage
the salaries are generous. These appointments, therefore, con-
stitute (in effect) valuable postgraduate study bursaries. The
competition for them is keen and highly competitive, and
those who are responsible for selecting candidates for appoint-
ment regard it as an onerous duty to ensure that zeal, industry,
and success in the study and application of medical principles
are rewarded appropriately. In my opinion the medical student
hould ordinarily remain unmarried, and during his year of
internship he should be married only to his job. For the
next 5 years up to his specialist registration there is no reason
why he should not marry provided his wife is prepared, with
her young family, to stand patiently on the touch-line en-
couraging, sympathizing, and sustaining. Her husband will
devote the last 3 years of his training to a specialist appren-
ticeship which demands most of aU 7 days of the week and
much of the nights as well. .
When he has at last qualified for admission to the specialist
register he has ome difficult choices to make. He can put
up his plate at once as a budding medical specialist and hope
that his professional and per onal qualities will slowly attract
to him the attention of ome of the general pra tluoner who
were hi tudent contemporarie me year ago. The e are
the years of pri ation. h pe . and fears \ hi h will end in
ucces for ome and f ilure for others. Tho e who fail mu t
choo e another pecialty in , hi h competition i not 0 keen
or mu t go into group general practice in which their speciali t
training will be of pecial value to the team. Alternatively, the
newly-regi tered peciali t can apply for full-time po ts on the
taff of ho pital where remuneration will be on iderably le
than in private practice. but will include the reward of
ecurity and the knowledge of valuable ervice to the ick
poor. The best among the young pe iali ts will go into
academic practice a member of the full-time taff of teaching
hospital attached to medical chool. Thi i the peak of
achievement for the peciali t with a cientifi outlook. Before
he embarks on a ucces ful appointment in thi field he need,
however. to pend some year in the atmo phere of clinical
laboratory re earch and of the e year at lea t one and
preferably more hould be abroad. South Africa is till too
mall a country to provide all of the 12 - 15 year which are
required for this professional achievement. The cientific and
clinical training provided in the South African medical s hools
may be as good as in mo t parts of the English-speaking
world (I believe that in many pecialties it i ), but the young
academic pecialist, who is to take the major part in the
training of future generation of medical tudents, requires
the broader outlook on science, life, and affairs which come
through rubbing houlders with. and itting at the feet of many
more expert than South Africa can at pre ent provide.
(d) You and Your Public Medical Officers
The majority of my audience tonight probably obtains mo t
of its medical services on a private fee-paying basis from the
general practitioners and peciali ts whom we have ju t been
discussing.
But you must remember that you represent, in this respect.
a very small proportion of the population of the Republic of
South Africa. Probably 90% of that population, and perhap
50% even of our enfranchised population, cannot afford to
get more than token medical ervices on a fee-paying basi ,
even with the aid of medical in urance. Their medical services
must come, therefore, through salaried medical officer.
Here we enfranchised South Africans are faced with a story
of which we must at one and the ame time be proud and
ashamed. On the one hand there i no doubt that our much-
maligned country is providing more and better medical and
ocial services to our indigent ick than has been provided
at any time in the history of the African continent. Thi
tatement i true whether we consider the services of the
colonial governments to their territories or tho e of the
emergent African states. On the other hand. our services are
totally inadequate for the need they seek to serve. The
squalor and mi ery of sickness among rural underdeveloped
peoples is less clamant and piteous than that of the slums
of an industrial community. The heart-rending misery of our
urban clinics and hospital outpatient departments demands
a far greater effort than we have so far made. This effort
must include not only curative ervices on a far more generous
scale. but al 0 an entirely new approach to the problem of
rai ing living standards and providing the imple necessities
of nutrition. housing, and hygiene. In this latter re peet our
profession must be the con cience of the nation. ince we ee
the facts and the issues every day in their stark and ugly
reality.
The overall health policy of our country is channelled from
the Minister through the Secretary for Health who is also the
Chief (Medical) Health Officer. He administers mo t of hi
re ponsibilities through regional deputy chief health officers
who in turn are responsible for di trict surgeons and health
officials. Most of the members of the privileged group repre-
ented among us tonight seldom even hear of di trict urgeon
except in connection with inque ts, and when we have indigent
employees. We hould know, however, that at least in theory,
every indigent per on is able to appeal to the di trict urgeon
for medical advice and treatment without fee if he is unable
to afford a doctor or to reach a clinic or ho pital.
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The State Health Department is also responsible for
communicable diseases, including tuberculosis and venereal
disea e, and for the operation of many public-health measures.
In larger urban areas, however, local authorities undertake
on a financial refund basis, the responsibilities of the
Government in respect of communicable disease.
The next big group of public health medical officials are
tho e who are respon ible to the Administrator of each Pro-
vince through the Director of Hospital Services. As the
Director's title indicates, their sphere of responsibility is in
hospitals. The Director exercises his jurisdiction mostly through
the medical superintendents of hospitals and their staffs. In
all but the hospitals used by the medical schools the medical
staff, both speciali t and general practitioner, give their
services free or for a nominal honorarium to the hospitals
in their area. It is difficult to estimate the monetary value of
these honorary services throughout the country. Our hospitals
would rapidly be bankrupt or our taxes would go steeply up
were it not for them. When you are tempted to grumble at
the heavy co t of your private medical services, never forget
that in paying the e accounts you are subsidizing the medical
care of the indigent, who, in this context, represent from 80
to 90% of the total population of the country.
In the case of the provincial hospitals used by the medical
schools for student training, agreements have been entered
into in the Cape, Transvaal, and Natal between the Provincial
Hospitals Administration and the university medical school
for the establishment of salaried joint medical services. These
high-cost, high-quality hospitals have become the recognized
consultant services in all intricate and highly specialized types
of medical investigation and treatment for the whole of the
provinces they serve. In fact, they give better diagnosis and
treatment in complicated cases than can be obtained by the
most wealthy through the facilities of private practice. This
arrangement has enabled both parties to the agreements to
provide a quality of medical care and medical education as
good, probably, as anywhere in the world. But its cost and
the growth of this cost is becoming a serious embarrassment
to the Provincial Administration. It has highlighted the poten-
tial monetary value of the honorary services given to hospi-
tals elsewhere in the provinces.
Your third group of public medical services includes those
administered through their medical officers on behalf of
municipal and divisional councils. In the bigger centres these
local authorities undertake as has been recorded above, on
behalf of the State Health Department, the treatment and
hospitalization of communicable disease. In addition they are
respon ible for preventive clinics and the services of district
nur es. These preventive clinics are best illustrated through
those for pregnant mothers and newborn babies- the so-
called 'well-baby' clinics. This valuable health-promotive ser-
vice is, however, often largely vitiated by the fact that there
are no well babies among the almost uniformly malnourishe,d
and consequently di ea e-ridden families whom they seek to
erve.
The problem of the cluttering up of health promotive
services by preventable disease is common to most of our
health organizations. It affects the large consultant hospitals
such as Groote Schuur most adversely. Outpatient depart-
ments, which were designed for consultant services, are over-
crowded with indigent sick who need general practitioner
services rather than consultant services. They cannot afford
to get these service from private practitioners and are un-
willing to eek them in outlying dispen arie and detached
ho pital outpatient departments. Their presence in such large
numbers makes it impo ible for our highly skilled and long-
uffering specialists to give the quality of ervice which their
training demands. At the same time they are expected to
teach medical students. Our educational authorities and even
our general practitioner are con tantly lating them for their
inability to give to our medi al tudents more outpatient
teaching, as opposed to inpatient teaching. The result of all
tbis i a miserable state of overcrowding and long hours
of waiting for patients and exhau ting and unsatisfying work
for our medical peciali t .
The remedy for thi situation is not easy until the general
tandard of living ha been rai ed and until the central, pro-
vincial, and local health and welfare authorities have agreed
to cooperate on a realistic basi towards rehabilitation and
health-promotive services.
In the chaos of the e outpatient departments it is a remark-
able tribute to the efficiency and devotion of the consultants
that they are able to maintain so high a standard of medical
diagno is and medical teaching. So high indeed is this standard
that only the discomforts of overcrowding and the long hours
of waiting prevent the majority of patients who can afford
private consultation from adding their further numbers to
the crowd. In spite of tbese discomforts the medical super-
intendent is constantly being told that patients are attending
the outpatient departments of the Groote Sebuur Hospital in
chauffeured luxury cars. A word of tribute must also be
offered to medical superintendents and their deputies for
their efforts to alleviate conditions in our outpatient depart-
ments, which can only be really corrected by improved social
and economic organization at the higher levels of government.
(e) You and Your Health-promotive Agencies
Time does not allow me to do anything more than mention
the multifarious services received by our population through
social-welfare workers, health and nutrition educators, health
inspectors and sanitation engineers. Most of these are provided
in consultation witb public bealth medical officials, but
responsibility is hopelessly divided between State, Provincial
and Local health authorities. As a result services are sometimes
duplicated; far more commonly the indigent person falls
between two stools and gets the service he needs from
neither. A special word must be said about the services of
the State Department of Social Welfare. In theory its
services are not medical, but in practice most of the people
whose welfare it is seeking to promote need medical assistance,
because they are malnourished or handicapped by the physical
or psychiatric ill-health of the bread-winner. One example of
the frustration and waste of effort involved in divided
responsibility is seen in the field of rehabilitation. Badly
needed hospital beds are occupied by patients who should not
be in hospital, but who are too ill to send home because they
need all that is involved in rehabilitation after illness. It is in
tbe financial interests of the provincial hospital authorities to
rehabilitate these patients in order to free the beds for more
urgent cases, but the provincial authorities understandably
take the view that rehabilitation is the province of the
Government. However excellent the services of the staff of
the State Department of Social Welfare may be in respect
of healtby people, they are not orientated towards nor equipped
for what we doctors understand as rehabilitation.
CHAPTER n - WE
(a) We and Ourselves
We have our intraprofessional problems of relations. These
are legally governed by the South African Medical and
Dental Council, but we prefer to manage our own affairs
through our Medical Association with its Branch Councils and
Federal Council. The difference between the Medical
Association and the Medical Council is still not understood by
the public. The Association is a voluntary professional body
which is responsible, inter alia, for this Congress. The Medical
Council is a statutory body which controls relations between
the State with its body of law, on the one hand, and the medical
profession on the other hand. 10 our less responsible moments
we resent the obligation to pay an annual fee to the Medical
Council, because we often feel that its income is more heavily
expended on protecting the public from a very small percentage
of unscrupulous doctor than on protecting the medical pro-
fes ion again t a very large number of unscrupulous patients,
who. in hard times, postpone the payment of their legitimate
medical accounts until every other debt, with the pos ible ex-
eption of their benefactions to charity, has been settled. or
does that Council, we often feel, protect us against an increasing-
ly litiginou public, stimulated and abetted by a minority of
commercially-minded, petty lawyers, who seek every unjust
occa ion to trump up charges of negligence against our
colleagues who e only error has been the kindness of saving
the patient the cost of confirmatory X-ray or other laboratory
tests. In our more sober and responsible moments, however,
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we recognize that the Medical and Dental Council is a neces-
ary guardian of our good name a a profe ion.
Our Association's biennial Congress gives an opportunity for
many informal exchanges of idea and creates a venue for the
Annual General Meeting. We can deal \ ith our intra-
profe ional problems through these media in our own time,
but I shall outline a few of the problems to you becau e their
solution is essential for our proper ervice to the public.
Fir t and foremo t is the burning problem of relation
between general practitioners and specialists. Tbis has engaged
the attention of our Medical Association for many year, and
in one or other form is a world-wide problem. In South Africa
these relations have been precipitated by the formation of the
register of medical specialists which has established minimum
postgraduate standards of experience and education for
pecialists, and authorized for them higher standards of
remuneration per patient-visit. These authorized higher fees are
till moderate if they represent a charge for the tandard one-
hour consultation period compared with an average 20-minute
general-practitioner visit. The public must also realize that
the majority of consultants do far more honorary or pro deo
work at hospitals than do general practitioners. Their fees
include a tax on you for this pro deo work to the less privileged.
The real chafing point, however, in relations between general
practitioner and consultant is not fees, but a supposed in-
feriority of status for the former implied by the specialist
register. I have suggested a remedy for this in another section.
Another problem among ourselves is the need for preserving
a unified approach to the patient as an individual so that he
does not fall between two specialist stools. Every specialist
knows, at least in theory, that no matter how small a part
of the patient's body may be embraced by his own specialty,
what he observes in looking through his small hole may be
an expression of some general disease affecting many parts
of the body. In practice, however, there is a danger that he
may lose contact with this reality. The obvious solution to
this problem is to maintain the status of the general practitioner
as the chief medical adviser to the individual or to the family.
Patients who go to specialists without consulting their general
practitioner do so at their own risk. However, for the patient
to go always through the general practitioner to the specialist
is neither practicable nor desirable if the purpose of the
specialist visit is obviously for limited and local opinion, e.g.
to obtain spectacles for the almost universal middle-aged
decline in lli!ar vision which we call presbyopia. If the patient
does go {If his own initiative, and without reference to the
general practitioner, to the wrong specialist, the latts:r may
re·direct him to another specialist, but is much better advi ed
to refer the patient back to his own general practitioner for
coordination of investigation. Patients should themselves insist
on this if they value the continuity of knowledge and the
breadth of perspective which a good ge.neral practitioner repre-
;;ents. The latter may then refer the patient, if consultation
is needed, to a specialist physician. The scope, functions and
ompetence of this type of specialist are widely misunderstood
by the public. This misunderstanding arises to a considerable
extent. from what the Americans call semantics, i.e. the exact
meaning of words and terms.
In Great Britain the specialist physician is called a con-
mltant physician because, in theory, he consults with the
general practitioner. This desirable preservation of consultant
,tatus has, however, gone by default to a large extent even
In Great Britain where Harley Street consultant physicians see
many: patients in their rooms without reference from a general
practitioner. Tbis deterioration in the ideal service is almo t
unavoidable under conditions of modem urban organization
"here patients often lose continuity of contact between them-
selves and general practitioners. In South Africa the proce s
has gone even further and the only neces ary illsi tence on
consu!~nt status by specialist physicians is that they should
not VlSlt the patient in his own home except in consultation
With the family's general practitioner. Good specialist physicians
In outh Africa nevertheless observe the very desirable courtesy,
even when they have een the patient directly, of writing a full
report to the patient's general practitioner. In America the
process has gone further still and the specialist physician, who
IS there callep a speciali t in internal medicine, or internist (not
intern), i threatening to di place the general practitioner a
the fir t or primary medical advi r to the indi idual. Thi
proce of supererogation can be defended up to a point in
o far as it establi h a higher tandard of education and
prof ssional competence for the patient' primary medical
adviser. It can, however, only be ju tified if thi new pecies
of imerni t-cum-general-practitioner does in fact take the wide
re pon ibility for the patient and hi family 0 er that long and
continuous period of time - which is the e nce of good
medical practice. The American y tern ha solved the emantic
problem referred to above by defining the field of the pecialist
phy ician a internal medicine. This important and e ential
speciali t may have an even more highly pecialized field of
pecial competence and research endeavour e.g. hearts or
kidney or liver, but he retains a holistic approach to the
interrelated workings of all these internal ystems. I am often
amu ed to hear my specialist phy ician colleagues in private
practice in South Africa referred to by patients a heart
specialists. The speciali t physician i indeed a heart specialist
for patients who have heart trouble, but the same man is a
kidney speciali t for patients with kidney trouble and a liver
specialist for patients with liver trouble. It is indeed proper
and in the intere ts of the patient that phy icians should con-
tinue to be expert in all these and other fields of what the
Americans rightly call internal medicine. There is no place
for heart specialists who are interested only in the heart. Keep
out of their hands except in a large consultant ho pital where
they have a valuable part to play in a tearn. Go, if you want
a good opinion on your heart, rather through your general
practitioner to a mature specialist physician who will see your
problem as a whole, including your fears, your anxieties, and
your bad habits.
And remember that the questions he asks you are more
imponant than what he hears through his stetho cope, and
even more important than the strip of paper that comes out of
that highly polished electrocardiograph. This latter tool i of
limited value out ide a research department in spite of the
veneration accorded it by both the public and the profession.
Without mature wisdom in its interpretation its records can
be horribly misinterpreted.
Two other spheres of intraprofessional relations which the
public may profitably understand are relation between private
practising and salaried doctors and relations between the
administrative and professional branches of the profession.
The chafing point in the fir t relationship is primarily in the
social field. Private practising doctors often earn a larger total
remuneration than salaried doctors and their wive spend more
on new clothes for Congress and fripperies in ordinary life.
The wives of salaried doctors are often envious. Salaried
doctors, however, sometimes have easier hours and more free-
dom in the evenings and week-ends. A notable exception to
this general rule is to be found in the case of full-time
academic clinical staff in a teaching hospital, who work harder
than anybody I know for a very modest salary. The social
results of inequality of remuneration sometimes obtrude them-
selves upon the peaceful fraternity of our profession, but in
the end the salaried doctor has some compensations in the
form of a pension. I have never analysed the distribution be-
tween the grants from the Medical Benevolent Fund to the
widows and dependents of private practising and salaried
doctors, but I suspect that the former would be in the
majority.
In the general field. of relations between private practising
and alaried doctors, the general ho pi tal of my own medical
school, Groote Schuur, is a representative microcosm. In every
department and ward of the hospital, full-time and part-time
medical practitioners rub shoulders with each other with
mutual respect and advantage. In this regard I think that our
microco m is more succes ful than that of our wealthier
brethren in the Transvaal, for example.
With regard to relations between the professional and ad-
mi~·. trative branche , I ca~ again quote the admirable, in my
OpltuOn, example of our microcosm at Groote Schuur Hospital.
A weekly meeting between the head of the professional
divisions and the medical superintendent is carried out
invariably with the utmo t amity and goodwill and to the effect
of solving many points of pos ible friction at all levels of
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the admini trative and profes ional service to our patients.
Again I might cite the excellent and harmonious relations which
have been built up between the ho pital department of the
Provincial Administration and the niver ity of Cape Town
through per onal contact between our full-time Dean and the
Director of Hospital Services. Our full-time Dean is an ad-
mini trator, but he i in daily contact with the needs and
aspiration of the leaders of profe ional and academic thought
in the medical chool and the ho pital.
(b) We and Our Families
Those of you, and there will be many in thi audience, who
are the wives or families of doctor, are probably deeply
indebted to ome of your hu band' colleague for free medical
advice and treatment given unselfi hly and without question
on request. You may have noticed some reluctance, neverthe-
less, on the part of your doctor husband to make such reque ts
to hi colleagues. If, like me, your husband i a full-time
alaried medical officer, you will probably have noticed
that, other things being approximately equal, he prefers his
family to draw on the services of his full-time hospital
colleagues. This is quite under tandable. All of us, moreover,
whether or not we are engaged in private practice, have pro-
bably had occasion to be very grateful for the very generous
ervice given to our elves and our families by our public
hospitals at very mode t charge.
(c) We and the Politicians
The general subject of relation between politician, medical
civil servants, and the medical profes ion has been dealt with
recently in a challenging address from the Minister of Health
of the United Kingdom to the British Medical A sociation and
known as the elephant and whale Winchester address.
Winche ter refers to the division of the BMA to which the
address was given. The other eponym derives from Mr.
Powell' opening paragraph which runs: 'An alliance between
the elephant and the whale is found neither in proverb nor
in nature, for they are animal which belong to different
elements.' As far as medical civil servants are concerned, they
are men in whom training and practice have promoted very
different habits of thought from those commonly met among
politicians. In a Ministry of Health he believes that the best
compromise is that of parallel medical and administrative
staffing of the department 'which projects the boundary line
right into the councils - one might even say right into the
mind - of the politician himself'. This has been South Africa'
way with varying degrees of uccess. Powell regards it as
essential to smooth and efficient working, that the medical
officials in the Ministry of Health should remain in tune with
the profes ion outside and as fully repre entative and
characteristic of the profe sion's outlook and mind as can be
devised.
(d) We and the Pharmaceutical Industry
In an earlier section I referred to the alarming rise in the
cost to the public of drugs. Another aspect of the same pro-
blem is exercising the medical profession particularly. Each
effective new therapeutic substance is now submitted by the
pharmacological research divi ions of the drug companies to
endle modification of the effective basic nucleus with a view
to obtaining a product which has the same or better effects at a
smaller dosage and with fewer uncomfortable side-effects. The
possible permutations of a complicated organic drug nucleus
may run into hundred. Each variant which appears to be
promising i quickly marketed under a trade name peculiar to
the particular drug firm which ha produced it. The unfortunate
medical profes ion is faced with new drug every month, sold
under different names by many pharmaceutical firms. The
average doctor is not competent to a se s these rival claims
and even tho e clinical scientists who do research work in a
particular field would require a year or two of intensive work
to decide whether the claims for even one new drug are borne
out in increased effectiveness to the patient. The drug firms
in their fierce competition are forced towards more and more
intense sale promotion. They now employ doctors as medical
representatives and require them to call on their practi ing
colleagues for exchange of information, although not for ales
Ilromotion. It is difficult enough for a medical profe sor to find
time to be courteous to an army of pharmaceutical sale men
when they are not hi colleagu . When they are medically-
qualified colleagues, his po iiion ometimes becomes em-
barms ing. However correct the approach of the travelling
medical repre entative may be his clinical colleague suspects
that hi alary may eventually depend upon successful ales
promotion.
The difficultie irtherent in relation between the medical
profession and competitive pharmaceutical indu try can and
mu t be adju ted to the ati faction of both sides. The debt
of the public and of the profession to the ethical pharmaceutical
finns for their large part in the pectacular advances of our
time i very great. The e firms support, in their own
laboratorie, and by benefaction to medical schools and
research institution, a large volume of fundamental research
in physiology, biochemistry, pharmacology and other branches
of the medical sciences. The contributions of their scientific
staffs have been recognized by the highest award of a lobel
prize. This activity has become an essential part of the advance
of medical science, which would be much impoveri hed if it
were withdrawn. The ethical problems involved are not in-
soluble and are in no real sen e different from those involved
in private or fee-paying medical practice. If they are frankly
recognized and critically examined they can be satisfactorily
adjusted.
(e) We and our Security
Our Medical Association has been engaged for some years
in a review of the bases of private-paying practice. Briefly, an
ever smaller number of the public are able to pay private fees
for the whole of their medical services. This arises from the
growing scientific accuracy and complexity of medical diagnosi ,
the growth of specialization and the cost of therapeutic sub-
stances. It is all a natural and inevitable result of the advance
of the physical and biological sciences and their applicatioD
to medical practice; it is a world-wide phenomenon.
In our own country we have attempted to meet this situation
by the institution of more and more small medical aid schemes
which seek, by refund of some 60% to 70% of the patient's
medical expense, to keep the cost to the patient manageable
while retaining the undoubted advantages of private practice.
Most people, if they can afford to do so, prefer to select their
own doctor, to remain free to consult another doctor if they
have not established the relationship which they value with the
original doctor, and generally to feel that they are not be-
holden to him for charitable services. The plain fact of the
matter, however, is that this relationship with your doctor,
when not backed by some insurance scheme, becomes finan-
cially ruinous if you have a serious or prolonged illness. The
medical aid-schemes are undoubtedly very succe ful in meeting
this situation. The time has come, however, to apply the schem
on a wider and more unified basis, and our Association i
in the mid t of negotiations towards this end: These nego-
tiations have had their ups and downs. I do not intend to dis-
cuss them because there are many members of the Federal
Council of the Medical Association here who are far more
competent than I am to do so. My contribution should I think
be in outlining some of the international background to our
local situation.
In this country we have drawn and are still drawing our
medical traditions from Western Europe and especially from
Great Britain and Holland. Increasingly, however, we are in-
fluenced by that great English-speaking offshoot of Europe, the
United States of America. Great Britain introdUced, a little
more than a decade ago, a revolutionary new approach to the
provision and financing of medical services. This is known as
the ational Health Service and is part of the 'cradle to grave'
Security State. It is no secret that the service was introduced
against the wishes of the British Medical Association which,
quite justifiably and understandably, wanted to maintain the
high principle of medical practice which were traditionally
associated with private practice. It has of cour e been said that
the British Medical As ociation was acting as a trade union
in defence of the financial interests of the medical profes ion.
I do not think that this charge is just. The medical profe ion
of Great Britain, as a whole, stoo<! to lose and has 10 t com-
paratively little financially through the alional Health
Service. The speciali ts of Great Britain have lost little if any-
11 ovember 1961 S.A. TYDSKRIF YIR GE EESKUNDE
•
951
thing at all. It i the general practitioner who ha 10 t much of
the legitimate pleasure and pride of hi profe ion in the
impairment of his personal private relation with his patients.
He has al 0 I liberty of movement to change his place of
practice. His chief complaint, however, i that he has been
reduced to the taru of a health clerk dealing with larger
number of patients than he can pos ibly handle efficiently,
filling in endIes form in triplicate, and making return on
printed form. But on the credit ide he can now dispen e
to hi patient any medicine that he think reasonable without
fear a to whether the patient will be able to afford to pur hase
them. The 1/- dispen ing charge is a burden to the patient only
in the lowe t economic group. For hi middle-clas patients
he can get laboratory, radiological and other consultant er-
vice whenever he thinks these are in the intere ts of the
patient's welfare and without counting the cost. Again, on
the debit side he is besieged by un crupulous patients, to whom
it never occurs that to cheat the Government is immoral, e.g.
to prescribe on the free dispensing li t, cotton wool and other
illicit luxuries for cosmetic purpos and for little Johnnie's
hobbies.
I have not made up my mind about the ational Health
Service of Great Britain. It is neither wholly good nor wholly
bad, and history alone will judge whether the final balance
i on the credit or debit side. But I am ure that it has turned
out better than the British Medical A sociation feared. I am
ure that the majority of British taxpayers would vote
enthusiastically for its continuation. I uspect that the great
majority of the medical profes ion and the Briti h Medical
Association itself would vote for its continuation if it came
to a howdown.
At the other extreme the United States of America cling
tenaciously to private medical practice. The American Medical
A sociation has looked clo ely at the British ational Health
er.'ice and does not like it. This of cour e is to be expected in
a country where private enterprise on a competitive basis is
a national philosophy. But the American public is becoming
increasingly restless at the mounting cost of medical service
which are quite ruinous by any standard known to us in
South Africa. The Democratic Government and its predece sor
the Republican Government have warned the American Medical
A ociation that they are killing the goo e that laid the golden
egg and that the government will have to intervene with some
form of National Health Service or in urance if the situation
i not corrected. A great deal has been done through insurance,
as in the Blue Cross and Green Cross systems, but there is
till a very big gap to be filled between the cost of medical
services and what the average citizen can afford.
Returning to our own problems in South Africa I would
like to suggest a little perspective. Pressing as the problems
of private practice and medical aid scllemes may be, they are
parochial; they apply to less than 10% of our population.
For the remaining 90% there is little doubt that for many
decades to come the major part of medical services will have
to be provided on a salaried basis. I was, for 15 years, a
medi,?al professor in Cape Town with private consulting
practIce and for 10 years I have been a full-time salaried
officer. I am more than content with my present status
although, like everyone, I should be pleased to have a more
generous remuneration. .
The joint medical service, established as a partnership be-
tween the Cape Provincial Administration and the Univer ity
of Cape Town to provide salaried medical services for Groote
Sehuur and some related teaching hospitals, has in my opinion
been an unqualified success. It has led to the growth of a
quality of medical service, teaching, and re earch which can
hold its own with most parts of the world. In my own
department alone there are twelve full-time salaried speciali t
phy icians of whom any medical chool could be proud. We value
greatly the different approach to our clinical problems furnished
by our part-time colleague who engage in private practice,
but we would not change places with them. We have exceUent
facilitie for scientific research, we can practice medicine in
~ way ~f which we can be proud. We believe that we are
mc~lcatIng a spirit of scientific enquiry and of unselfi h sevice
which the traditions of our medical chool demand. I am not
being comparative; I would not like to ee the whole staff
of our ho pital on a full-time basis, but I believe that our
present mixture of full-time and part-time salaried medical
offi er i a great ucce .
(f) We and Our Medical Education
In my introdu tion I referred to the edu ational
laid down and enforced by the oUlh frican Medi al and
Dental ouncil. A one who ha pent mo t of hi life in
medical hool, I mu t comment at once that the ouncil'
tandard are minima rather than optima. Every elf-re pecting
medical chool pride itself that its tandard are in mo t
re pects higher than the minimum tandards of the Coun il.
ine cenainly doe. In any ca e our regi tration i only our
tarting point for acquiring the wi dom of medical experience
on which you depend 0 much in time of icknes. Like all
wi dom thi i a compound of knowledge, exp~rience, and
character.
The world of medical education i full of di cus ion of
change in the curriculum. The medical council both in outh
Africa and in Great Britain, have crapped the fairly rigid
curricula which they previou Iy laid down and have left the
medical schools open to carry out whatever experiment are
thought to be desirable in modification of the curriculum.
There have been two international congres es on medical
education.
All of this has been forced upon us primarily by the
rapid expansion of science and the increasing apphcation of
the physical and biological sciences to the problems of medical
diagnosis, research and treatInent. A a result the 6 year of
tudy i being surfeited with an ever-increa ing volume and
complexity of advancing cientific knowledge. It i difficult
to prune the body of profe ional knowledge which already
filled up the 6-year curriculum several decade ago, much
of which till eems to be nece ary for ucce ful medical
practice. The medical tudent of today i therefore threatened
with acute mental indige tion. At our medical chool we have
applied a holding device, pending further tudy, by a blanket
re olut.ion that nothing further may be added to the syllabu
without eliminating old material occupying a corresponding
amount of time. In my opinion this pegging i right, but it
cannot last; we mu t introduce the fruits of advancing know-
ledge. Why can we not eliminate a lot of dead wood from
the past? We can, but it must be carefully done for reason
which are connected with our medical history.
Man' relations with reality, time, and eternity, as expres ed
in his uperstition, mythology, philo ophy, and religion, have
always been influenced and often determined by his mood. Hi
temperament is predetermined to a large extent by his inherited
narure (i.e. the particular constellation of genes and chromo-
ome which he irtherited from his father and mother). But
the moods, which are grafted on the foundation of hi
temperament, are often influenced and sometimes determined
by his physical health, unles he learn through education,
philosophy, and religion to control and rise above them.
It is therefore understandable that medical ervice has lowly
evolved out of the priesthood. Our body of medical history
traces thi progress back for 5,000 years or more. In South
Africa we have the remarkable po ition that all the stages of
this 5,000 years of evolution are represented among our people.
Our Bu hrnen, who have hardly yet evolved from a Stone Age
culture, are still at the tage of primitive folk-lore and herbal
traditions pas ed on by the elders of the family group. Among
our Bantu the medicine man represents both the priest and
the doctor, until urbanization turns him into a simple char-
latan seUing bits of rhinoceros horn, herb, and foul con-
coction in the market place of our citie. Among our
relatively advanced Cape Coloured people 'Malay tricks'
till have a firm hold on the fear of sick people. I was
informed ju t a few day ago by an old Cape oloured woman
who e popping eye were obviou ly caused by thyrotoxicosis:
that omeone had been getting at her with 'Malay tricks'. Even
among our suppo edly advanced Whit , idea and uper-
stition ju t as primitive are commonly encountered. and the
mo t ab urd cults and no trums are till firmly believed in.
We ourselve are not entirely free from the e super titions:
even if we laugh a we do it, we till in i t on 'touching
wood'. Even if we rationalize about the po sibility of paint
or a brick dropping on our head, wc still refuse to walk
under ladder .
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It is natural, therefore, that in this early stage of our
emotional evolution the practice of medicine must still be
primarily an art and a craft, and every medical student must
be prepared for it by apprenticeship under the precepts of
wise clinical teacher who do not learn the art from their
cientific teachers. P ychology i beginnjng to be the science
of the human mind, but it i still only scratching the urface
of the complexities of the human temperament and the ob-
cure evasion of the human mind.
Even if our medical students must still be prepared through
the old tried method of apprenticeship, they mu t neverthe-
I also be trained to apply the advances of medical science
to improving the accuracy of diagnosi and the effectivene s
of treatment. For thi evolution they mu t be given a thorough
grounding in scientific method and critical reasoning; alter-
natively they become the slaves of tradition and the dupes of
ales promoters.
How then is all this new knowledge to be fitted into an
already overcrowded curriculum? The answer in essence is
to concentrate on important principles and eliminate unneces-
sary detail which clogs the memory and distracts it from the
appreciation of principle and the application of critical judg-
ment. Moreover, one of 3 fundamental changes will have to
be applied. The first, which I have already expre sed an
opinion again t, is to introduce a two-stream policy of medical
education, i.e. separate streams for the future general
practitioner and for the future specialist. A second possibility
is to lengthen the undergraduate curriculum say from 6 to 7
years. The third is to recognize that at the end of the present
6-year curriculum, followed by a compulsory year of intern-
ship, we have produced only the basic doctor who has then
to receive further preparation for the practice of medicine.
This further preparation has already been applied to the
training of the future specialist. In an earlier section on 'You
and your general practitioner' I have urged that some suitable
equivalent be applied to the postgraduate training of the basic
doctor before he is accepted as a general practitioner.
I believe that a choice between these basic principles is
essential before we consider further modification of the
syllabus. When the choice has been made in principle, revision
of the detail of the curriculum will be comparatively easy.
(g) We and Our Commitment
Thi brings me back to the second characteristic which, in
my opening paragraphs, I claimed as distinguishing we from
you, namely that we have taken a solemn oath to serve and
protect your interests. We carry out this oath imperfectly, but
most of us never forget that we have worn it. Listen to some
of its terms. Our university medical school requires its success-
ful graduates to subscribe on oath to a modernized form of
the classical Hippocratic Oath and invites them also to repeat
aloud the Declaration of Geneva. This takes place in a dig-
nified ceremony on the day before graduation in the presence
of the eruor teachers of the medical faculty. Your future doctor
pledges him elf to consecrate my life to the service of
humanity ... for the good of all persons whose health may
be placed in my care and for the public weal.
In another place under the title 'The doctor and humanity'
I have drawn attention to the fact that he also pledges him-
elf to respect the secrets which are confided in me and that
this pledge may on occasion put him in the unenviable po ition
of being liable to impri ooment. For the common law through-
out the Engli h-speaking world holds that the doctor must dis-
close the patient's admission when put under oath in a witness
box. Fortunately, judges and advocates respect this dilemma
of the doctor and seldom, if ever, force the is ue to a show-
down.
In the same place I have pointed out that we in South
Africa have a special re pon ibility for the ethic and high
ideals of our profession, because mo t of Africa ha no in-
herited capital of faith, moral, or ethics.
CHAPTER m- u , WHAT OF THE FUTURE?
Medical science has made the mo t phenomenal advance in
this half century. Physics and cherrn try are being applied to
biology and to the problems of life to an extent that, as a
tudent, I would never have dreamed of. The electron
miscro cope has opened the detailed minutiae of the structure
of a single living cell almost down to the level of the individual
molecule. Hundreds of new enzymes are being discovered,
ab ence of anyone of which may account for individual
idio yncrasies in metabolism which up to a decade ago were
wrapped in mystery. We shall soon understand the nature
of the difference between inert substances and unicellular
organi IDS. The tudy of viruses and their metabolism is rapidly
clo ing this gap in our knowledge.
The bacterial diseases and most of the parasitic diseases are
increasingly being brought under control through the develop-
m nt of new antibiotics. Although there is still the menace
of the emergence of drug-resi tan! trains, the staphylococcus
i, 0 far, the only important bacterium which repeatedly
escapes from new antibiotics. The viruses have so far not
come within the control of antibiotics. They are likely to have
a greater adaptability than bacteria and parasites in producing
drug-re i tant trains.
Infant and child mortality has been vastly reduced in the
privileged nations and could be sirlliJarly reduced in our own
community if we organized ourselves better. The high mortality
which still prevails among our underprivileged groups could
be slashed by the provision of a hi,gher standard of living
with resultant better nutrition and hygiene.
The prevailing allergic disorders, most of which are more
of a nuisance than a threat to working capacity and life, are
being extended by what we now call the auto-immune
diseases, many of which are life-threatening. Some of the latter
are moreover caused by hypersensitivity to Tecent antibiotics
and chemotherapeutics.
The psychosomatic disorders are almost certainly on the
increase and are greatly complicated oy the increased pace of
organized urban life and the stresse and strains which are
inseparable from that life.
Our chief killers today are the degenerative diseases such as
cancer and arteriosclerosis. Cancer has been tackled energeti-
cally in medical research for several decades with disappoint-
ingly few results. Arteriosclerosis has been tackled only in the
last decade. The statistics of World War IT showed that
econotllic privilege, through some combination of unwise
eating, stress and strain, and lack of exercise has led to recent
increase, at least, in coronary heart disease. This trend should
be neutralized in the course of the next decade by advancing
knowledge. By that time we may again be thinking of
arteriosclerosis as an inevitable process of ageing or we may
possibly have found ways of postponing its inevitability to the
extent of a further increase in life expectation.
However, these spectacular advances have opened a new
problem - the population problem. It would appear that
medical science has over-reached itself. The application of
nutrition and hygiene together with the advent of antibiotics
and some other drugs effective against bacteria and parasites
has led to something that can only be called a population
explosion. Up to 1900 population growth throughout the
world had only been very modest. War, famine, and disease
had acted as effective brakes. Suddenly, through the advance
of medical science, the brakes have been withdrawn. If the
rate of population growth of the last few decades is extra-
polated forwards, the present 2·8 billion of world population
will be 5 billion by the end of the 20th century and 10 billion
in a hundred years' time. The most serious aspect of this
problem is that the population explosion is unequal in its
effect on the various races and classes of mankind. In
general the privileged and educated groups have accepted that
the virtual elimination of infant and child mortality brings a
responsibility of family restriction. The underprivileged on
the other hand, and particularly the illiterate masses, continue
to multiply while medical science saves an ever-increasing
percentage of their unplanned children. Have we created a
Frankenstein mon ter of population growth with our advances
in medical science, or can man learn to control his destiny?
I am known to be interested in clinical nutrition and com-
prehensive medicine and am frequently told that the population
explosion and the resulting population maldistribution between
privileged and underprivileged races is the fault of people
like myself. I never take this charge seriously, nor can any
thinking man. Advances which have led to the population ex-
plosion and maldistribution are in themselves good, iust a
the development of atomic power is good. What is bad is
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that man's emotional and piritual development and hi en e
of responsibility are lagging far behind hi imellectual a hieve-
ments.
lthough we have learnt 0 much about th biochemistry
of life in the individual cell we are till only cratching the
urface of knowledge. We know virtually nothing of the com-
plex integration which directs and coordinates even the imple t
multicellular life. The coordinated function the reflex activity
and motivations of the higher mammals are till wrapped in
my tery. And what an erugma, still, is man himself. What i
the health which the medical profe ion i eeking to give
to mankind? Is it imply the harmoruou working of the
biochemical ystem of body metaboli m which we are rapidly
coming to understand? Certainly, such harmony i the ba is
of bodily health, but will it, of itself, achieve happine s?
Experience uggests strongly that this is not so. I there any
health apart from happine ? What is happines? 0 doctor
can avoid king him elf the e que tion as he face the i ue
of birth and death.
Our ientific method gi e u no clue to whether th
difference between man and the higher animal is one of
quantity or of quality. Tho e \ ho accept a 1 do, that there
is a fundam ntal difference in omething whi h we call the
oul, do so by an act of faith and not on any cientific
evidenc. Truth beauty and goodnes are fundamental to
man' ati faction and c ntral to hi need. The olution of
their my tery can b approached in a pirit of critical enquiry.
but the media are not measurable in' gram , millilitre , or units
of energy exchange. The only acceptable media are humility
and self-knowledge and care for the welfare of others.
I hope that what I have aid may contribute omething to
a pirit of understanding and tru t between )'ou and we. I
hope that the under tanding and tru t will in turn, contribute
to ever-higher standard and tradition in ollr m dical ervice.
IN DIE VERBYGAAN : PASSING EVENTS
Frank Forman Postgraduate Award 1962. Applications for this
Award for 1962 must reach the Secretary, 3 Park Road, Ronde-
bosch, Cape, before 30 ovember 1961.
The Sowh African Institule for Medical Research, Johannes-
burg, Staff Scientific Meeting. The next meeting will be held
on Monday 20 November at 5.\0 p.m. in the Institute Le ture
The.atre. Dr. J. H. Mason will speak on 'Anaerobic infe tions
in animals'.
Dr. L. Sraz, ophthalmic surgeon of Johanne burg, ha resumed
his practice on returning from Europe. During his trip, he
attended meeting of the Jules Gonin Club in Lau anne on the
ubject of detachment of the retina, and vi ited the clinics of
Professor Francois in Ghent and Professors Leonardi and
Strampelli in Rome.
The College of General Practitioners, Cape of Good Hope
Faculty, in conjunction with the South Eastern Division of the
Cape Western Branch of the 1edical Association is holding an
Upjohn Travelling Lecture Course at Mossel Bay Hospital
on 18 and 19 'ovember. A team of three specialists from
Cape Town will participate in the lectures, which commence
at 3 p.ll. on Saturday 18 ovember.
Further particulars may be obtained from Dr. 1. D. 1. Uys,
the Hon. Secretary, S.E. Division, P.O. Box 12, Ladismith,
CP, or the Secretary, the Ccliege of General Practitioners,
P.O. Box 643, Cape Town.
* * *
Mr. Charles Sarkin, orthopaedic surgeon, of Johannesburg, is
proceeding to England and Europe for a six weeks' tour dur-











Finally, if all doctors were aware of their limitation as
uggested by Dc. Frylinck you, ir, would not have thought it
worthwhile to devote space in the Journal to both my letter
and that of Dr. Frylinck.
South African Institute for Medical
Research and Baragwanath Ho pital
Johannesburg
26 October 196\
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I. Correspondence (1961): S. Afr. Med. l., 35, 8 2.
2. Idem (1961): Ibid., 35, 24.
GASTRO-I TESTI AL MUCOR YCOSlS
To the Ediror: We thank Dr. Mackenziel for drawing our
attention to an incorrect statement which inadvertently appeared
in our article.2 We agree with him that sporing bodies are not
found in the tissues. When we decided to publi h our cases of
gastro-intestinal mucormyco i , we found among our records
a case of a fungal disease of unidentified type which on review
proved to be a case of mucormycosis. Unfortunately the
original autopsy report was copied verbatim. It is clear to
us now that what the pathologi t at the time regarded as
sporing bodies were in fact hyphae cut transversely.
Incidentally, we should like to point out to Dr. Mackenzie
that we do have a mycologi t on our staff. These section
were all referred to him and he had confirmed the diagno i
of mucormycosis. We also think that our illu trations were
adequate evidence of the correctness of our diagnosis and that
this one small error should not detract from the validity of our
findings.
BRIEWERUBRIEK
THE LOUIS MIRVISH MEMORIAL MEDICAL
FOU DATIO
To the Editor: A meeting of all donors to the above foun-
dation will be held in the Dr. Bennie De Wet Lecture Theatre
on the ground floor of the Groote Schuur Hospital on Thurs-
day 23 November at 6.15 p.m., to decide what form the
Foundation will take, and to arrange for its administration.
To ·date the amount collected is in the region of R3,600
and suggestions at the meeting will be very welcome. All
colleagues who would still like to be associated with the
Foundation are requested to send their contributions to it






LIMITS FOR -GENERAL PRACTITIONERS
To the Editor: Dr. Frylinckl has made some scathing comments
on my previous letter.2 In an attempt to understand him, I have
carefully re-read what I wrote. owhere do I find the sug-
gestion that general practitioners are more competent to deal
with the specialties than their specialist colleagues.
If, however, this was the impression given by my letter, I
must apologize for the lack of clarity in my writing.
I still fail to see how a course of action can be at times
ethical and at other times unethical. The whole purport of my
letter was to stress the need for caution in legislation.
A great deal of emergency surgery is performed by general
practitioners in the platteiand. Surely it must be obvious that
during the course of long years at this a modest competence
WIll be acquired by at least some of these men? It is certain
tbat for some time to come this state of affairs will continue.
Legi lation must take cognizance of this. If it does not, then
I still say it would be ill-considered.
FOR LIST OF APPROVED MEDICAL AID SOCIETIES, ETC. SEE P. 954.
